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Thrombosed aneurysmAnterior inferior cerebellar artery (AICA)–posterior inferior cerebellar artery (PICA) is a well-known variant
in cerebral arteries. However, aneurysms located on the variant are rare and a giant one has not been reported.
We report a case of a partially thrombosed giant aneurysm arising from an AICA–PICA variant. The patient
was a 42-year-old man who presented with right hearing loss and facial numbness associated with left
hemidysesthesia. Magnetic resonance imaging revealed an approximately 3.0-cm mass lesion at the right
cerebello-pontine angle (CPA). Angiography showed a partially thrombosed aneurysm arising from the right
AICA–PICA. The aneurysm was treated with endovascular trapping and surgical thrombectomy. Although
cerebral aneurysm is known to occur at this site, this case provides awareness, that manifestations of
aneurysms in the CPA include progressive multiple cranial nerve palsies and sensory disturbance caused by
brainstem compression.
© 2015 The Authors. Published by Elsevier B.V. This is an open access article under the CC BY-NC-ND license
(http://creativecommons.org/licenses/by-nc-nd/4.0/).Introduction
The anterior inferior cerebellar artery (AICA)–posterior inferior
cerebellar artery (PICA) variant is well-known. However, intracranial
aneurysms arising from this variant are extremely rare. We describe
herein a case of a giant thrombosed aneurysm in an AICA–PICA
variant, presenting with an infratentorial mass lesion, and causing
progressive, multiple cranial nerve palsies and sensory disturbance,
due to brainstem compression.
Case report
A 42-year-old man with a clinical history of hypertension and
polycystic kidney disease presented to our hospital with the primary
symptoms of progressive, right facial sensory disturbance, and
hemidysesthesia in the left extremities. He had experienced right
hearing loss for a few years. Extraocular movement was bilaterally
smooth, and diplopia was not observed. Facial movement was
symmetrical, and a deﬁnite facial nerve palsy was not detected. Hisascular Surgery, International
amane, Hidaka City, Saitama
awa).
ular Respiratory Center, 1696
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B.V. This is an open access article uauditory brainstem response testing showed a ﬂat wave for the right
ear, and blink reﬂex testing showed no R1 and R2 waves bilaterally,
with right-side stimulation. Magnetic resonance imaging (MRI)
revealed an approximate 3.0 cm mass lesion at the right cerebello-
pontine angle (CPA), compressing the brainstem and mimicking a
vestibular schwannoma (Fig. 1.1 and 2). An ipsilateral cerebellar
infarctionwas also evident. Magnetic resonance angiographic ﬁndings
suggested that the space-occupying lesion represented a giant
thrombosed aneurysm. Digital subtraction angiography demonstrated
that the aneurysm was partially thrombosed, and located in the distal
segment of an AICA–PICA variant (Fig. 1.3, 4, and 5).
In order to obtain radical cure, both mass reduction and neck
occlusion of the aneurysm were necessary. Endovascular trapping,
endovascular coiling, and proximal occlusion of the AICA–PICA, with
orwithout bypass, and using a hybrid operating room,were treatment
options considered. Of these procedures, endovascular trapping
was the most simple, and seemed likely to succeed without a new
neurological deﬁcit. This was because the patient had already
sustained a cerebellar infarction of a distal part of the AICA–PICA
territory, and the aneurysmwas sitting on the lateral wall of the pons,
where the perforators to the brain stems were rare. We utilized
both a platinum coil and N-butyl cyanoacrylate for the endovascular
trapping, identical to our usual use of liquid materials for an
intracranial artery in AVM embolization. Accordingly, we evaluated
both the lidocaine provocation test and the balloon occlusion test.nder the CC BY-NC-ND license (http://creativecommons.org/licenses/by-nc-nd/4.0/).
Fig. 1. 1, 2) MRI demonstrating the mass lesion at the right CPA (white arrow, 1: T1-weighted image; 2: T2-weighted image). Note the infarction of the inferolateral area of the
cerebellum on the right side. 3, 4) Digital subtraction angiogram showing the partially thrombosed aneurysm in the distal portion of the right AICA–PICA (black arrow, 3: lateral
projection of the right vertebral angiography; 4: right oblique view of the right vertebral angiography; 5: lateral projection of the left vertebral angiography).
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simple endovascular trapping to the wide oriﬁce of the aneurysm was
done without vascular reconstruction, such as a bypass procedure,
between the occipital artery and AICA–PICA. The patient was then
moved into surgical position in a hybrid operating room, and surgical
thrombectomy was performed, using a lateral suboccipital approach.
The aneurysm wall was incised, and the thrombus was completely
removed. On postoperative examination, impaired eye movement,
mild right-sided facial nerve palsy, and a swallowing disturbance
were apparent, but gradually improved. MRI revealed marked
reduction of the mass effect on the brainstem. The patient is now
well, ﬁve years after surgery, and a recent MRI revealed no aneurysm
recurrence (Fig. 2.1 and 2).
Discussion
This report documents a case of a partially thrombosed giant
AICA–PICA aneurysm that presented with progressive neurological
symptoms, due to compression of the cranial nerves and brainstem.
The ﬁrst manifestation was hearing loss. Most infratentorial mass
lesions presenting with hearing impairment involve brain tumors, such
as a vestibular schwannoma. This case highlights hearing difﬁculty as a
manifestation of an intracranial thrombosed aneurysm at the CPA [1].Fig. 2. MRI obtained ﬁve years postoperatively, demonstrating no aneuA giant thrombosed intracranial aneurysm should be considered in the
differential diagnoses of CPA lesions.
The AICA–PICA variant in the posterior circulation is well known.
To date, four variants have been reported [2]. The ﬁrst is a single,
proximal basilar-origin trunk, with two peripheral branches that act
as an AICA and PICA. The second is a biﬁd, intradural vertebral origin
of the PICA. The third is a biﬁd, vertebrobasilar origin of the PICA.
The fourth is a PICA without an AICA. Depending on its origin, the
AICA–PICA covers different territories.
Only seven cases of aneurysm arising from the distal AICA–PICA have
been reported in the literature [3–8]. All the reported cases involved
rupture that caused subarachnoid or intraventricular hemorrhage. Six
saccular aneurysms were treated, with surgical neck clipping in ﬁve
cases, and endovascular coiling in one; the dissecting aneurysm was
treated with trapping of the parent vessel. Interestingly, most of the
aneurysms arose from a non-branching site of the artery, including the
caudal loop, tonsillomedullary segment, telovelotonsillar segment, and
anterior pontine segment. These parent arteries were of the ﬁrst variant,
including the present case. In this variant, the proximal trunk requires
greater bloodﬂow,whichperfuses awider cerebellar area than theusual
PICA or AICA, and is thus strongly affected by hemodynamic stress. This
characteristic may have been involved in the development of the
aneurysm in the present case.rysm recurrence (1: T1-weighted image; 2: T2-weighted image).
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Aneurysms arising from the AICA–PICA variant are extremely rare.
However, giant thrombosed AICA–PICA aneurysms may manifest
with symptoms similar to those of a vestibular schwannoma. This
intracranial aneurysm should be considered in the differential diagnosis
of CPA lesions.
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